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As a first step toward cardiology manpower planning,
3,011 questionnaires were sent to a random sample of
24% of the membership of the American Collegeof Car-
diology. The response rate was 53%.
The questionnaires covered personal and educational
data, geographic aspects of practice, professional activ-
Projections of physician manpower supply and needs for
the United States have had a checkered history. In 1948,
the Ewing study (1) predicted a shortage of 15,000 in the
national pool of physicians by 1960. In 1959, the Bane
report (2) recommended a 50% increase in MD graduates
by 1975. These projections led to a number of Federal
Manpower Acts between 1960 and 1976.
Previous Cardiology Manpower Surveys
In 1971, with funding from the National Heart and Lung
Institute, National Institutes of Health, and assisted by the
Division of Research and Medical Education of the Uni-
versity of Southern California School of Medicine, the
American College of Cardiology initiated an in-depth study
of training and manpower requirements for specialists in
adult cardiovascular disease that was completed in 1973 and
published in 1974 (3). This study found that there were
10,691 cardiologists in active practice in the United States,
yielding an overall ratio of 5.6 cardiologists per 100,000
population. Only 10% of the self-designated cardiologists
were certified in cardiovascular disease, and only about half
devoted at least 50% of their time to the practice of car-
diology. Cardiologists were distributed quite unevenly geo-
graphically: cardiologists to 100,000 population ratios var-
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ities and sources of professional income. There were
differences in these variables according to age. Data were
also collected with regard to perceptions of manpower
supply and needs. In these categories, regional differ-
ences were evident.
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ied from 2.5 (East South Central census division) to 8.0
(Middle Atlantic) and tended to concentrate in the metro-
politan centers of the Northeast, Middle Atlantic and Pacific
regions. To correct this maldistribution, the study recom-
mended a target of six cardiologists per 100,000 population
nationwide. To reach this goal, it was projected that 4,600
additional cardiologists would be needed by the end of 1976.
The data base and recommendations underwent thorough
scrutiny at the Ninth Bethesda Conference of the American
College of Cardiology, which was held in October 1975 in
Washington D,C. (4).
On April 20, 1976, the Secretary of the Department of
Health, Education and Welfare established the Graduate
Medical Education National Advisory Committee
(GMENAC), which was charged to advise the Secretary on
physician manpower needs, including specialty distribution.
In its report (5) of 1980, GMENAC projected a large phy-
sician surplus by 1990. With regard to cardiologists, it pro-
jected a supply of 14,900 and a need of only 7,750, and
thus predicted a surplus of 7,150 cardiologists in 1990. The
profession had major reservations about these projections,
and the American College of Cardiology expressed its con-
cerns about the assumptions and methodology upon which
these projections were based.
In 1980, the Board of Trustees of the College established
the Ad Hoc Manpower Advisory Committee, which became
a standing committee in 1982. This Committee designed
and field tested a questionnaire that, in the summer of 1985,
was sent to a random sample of the membership of the
College. It was the aim of the survey to obtain from the
responding physicians an overview of their education, lo-
cation and activities as well as their views with regard to
the adequacy or inadequacy of the number and availability
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Table 2. Professional Activities Performed by 1,513
Responders (%)
of cardiologists. It is the purpose of this communication to
acquaint the membership of the College, as well as the
profession at large, with the results of this survey.
On July 2, 1985, 3,011 questionnaires were mailed out
to approximately 24% of the U.S. membership of the Col-
lege; 1,60 I completed questionnaires were received, yield-
ing a response rate of 53.2%. It should be noted that there
was no second mailing and no telephonic reminder.
Patient care
Teaching
Research
Administration
Other medical activities
96.4
62.5
31.8
35.2
24.7
Results of the ACC Survey
Membership status. Of the 1,601 responding physi-
cians, 78.7% were Fellows, 17.5% were Associate Fellows
or Affiliates and 3.8% were Affiliates in Training.
Personal and educational data (Table 1). Of the re-
sponders, 40.3% were <41 years of age, 70.6% were ::;50
years old, and only 7.9% were ~66 years old; 96.3% of
the respondents were male, 81.4% had graduated from a
U.S. medical school and 98.2% had received the majority
of their cardiovascular training in the United States.
Geographic aspects of practice. Of the responders,
93.3% were practicing in a city with a population >25,000
or in a suburb of such a city. Of the physicians, 36.4% were
practicing in a metropolitan area with a population > I mil-
lion; 72.5% reported that more than half of their patients
lived within 25 miles of their office.
Professional activities (Tables 2 and 3). Adult car-
diology was named as the primary specialty by 77.6% and
as the secondary specialty by p.0% of the questionnaire
responders. A primary specialty of internal medicine was
named by 7.0%, cardiovascular surgery by 6.9% and pe-
diatric cardiology by 4.8%. Of the responders, 88.9% were
certified in their primary and 71.2% in their secondary spe-
cialty; 91.4% were professionally active full-time and 3.9%
were in training status.
Almost all responders were engaged in clinical activities,
almost two-thirds were also teaching and just short of one-
third were active in research as well (Table 2). Whereas
one-third of the responders practiced general cardiovascular
medicine with few procedures, one-half reported that they
carried out invasive procedures (Table 3). Not unexpect-
Table 1. Age Distribution of 1,60I Responders
Age (yr) %
edly, the type of professional activities varied significantly
according to the age of the physician (Fig. 1).
Consultative services were given to more than half their
patients by 57.4% of the physicians and primary care to
more than half their patients by only 28%. Most of the
recipients of primary care by cardiologists had cardiovas-
cular disease.
Sources of professional income. Of physicians respond-
ing to this question, 33.7% and 12.5% derived most of their
professional income from a group practice or partnership,
respectively, whereas 24.6% were in solo practice, 12.0%
were salaried by a hospital and 10.9% by a medical school.
Here also, significant age differences were evident: Of
physicians aged ~56 years, 37% were engaged in solo prac-
tice whereas only 24%, aged 56 to 60 years, and 19%, aged
~61 years, respectively, practiced in a group. In contrast,
of physicians aged 36 to 40 years, only 22% were in solo
practice but 45% were in group practice.
Perceptions reflecting on manpower supply and need
(Table 4). The question "Is competition a major problem?"
was answered in the affirmative by 60.6% of the responders.
Other cardiovascular specialists were cited as the major
source of competition by 88.2%. Although only 7.5% re-
ported that their work load required referring patients else-
where, 31.5% expressed their wish to add another cardio-
vascular specialist to their group and 33.9% stated that they
would like to work fewer hours; 25.7% often wished that
they were busier, while 60.7% did not.
Analysis of some of the questions by postal region of the
respondents suggested some regional differences in the per-
ception of adequacy of cardiology manpower. Thus, the
question "Would you like to add another cardiovascular
specialist to your group?" was answered affirmatively by
33.6 to 34.8% of the respondents in postal regions 2, 4 and
8 (South Atlantic, East North Central and Mountain), but
by only 22.3 to 24.5% of respondents in postal regions 0,
<36
36-40
41-45
46-50
51-55
56-60
61-65
>65
20.5
19.8
17.7
12.6
9.5
7.7
4.4
7.9
Table 3. Nature of Clinical Activities of 1,491 Responders (%)
General cardiovascular medicine with few procedures 34.2
Noninvasive procedures 7.6
Invasive procedures 15.8
Both invasive and noninvasive procedures 34.1
Other 8.2
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1 and 7 (New England, Middle Atlantic and West South
Central). Whereas 61.7% of responders saw <200 patients
a month, 26.3% saw 200 to 399 a month and 11.9% saw
>400 patients monthly.
Comments
It is the primary purpose of this brief report to acquaint
the membership of the College and the profession with the
salient features and results of the 1985 Manpower Survey
of the College, and to thank the responders for their con-
tribution to this data base. A comparison of salient demo-
graphic features of the responder group and the total mem-
bership of the College revealed remarkable similarity in age,
sex and specialty certification, suggesting that the ques-
tionnaires returned may constitute a representative sample.
Furthermore, inasmuch as '2:.75% of physicians certified in
the subspecialty of cardiology are members of the College,
we may also be dealing with a reasonable sample of car-
diologists active in the United States.
Tables 4. Responses Bearing on Responders' Perception of
Competition (%)
Yes No
Figure 1. Professional activities of respondents by age.
Adequacy of manpower in cardiology. Although the
data obtained are of considerable interest from many points
of view, their interpretation with regard to the question of
adequacy of cardiology manpower is difficult. A certain
bimodality is evident in the response to questions dealing
with the physician's perception of this question, as reflected
in Table 4. There is a suggestion in the data base that there
may be significant regional differences in the perception of
a shortage versus an excess of cardiology manpower. The
data cannot be interpreted as compatible with either an over-
all excess of cardiologists, such as was predicted by GMENAC
(5), or with a continued shortage as perceived by the Col-
lege's study in 1973 (3).
Conclusions. It must be recognized that this survey does
not fully address either the need for services by cardiologists
or the demand for such services, but is limited to the per-
ceptions of cardiologists derived from their own clinical
activities. This limited data base does not permit a definite
conclusion regarding the adequacy or inadequacy of present
cardiology manpower to deliver the services needed or de-
manded. The complexities of defining adequacy or inade-
quacy of health manpower have been reviewed in depth in
two recent publications (6,7).
Is competition a major problem?
I often wish I was busier
1984 work load was too light
Heavy work load resulted in
referrals elsewhere
60.6
25.7
17.2
7.5
39.4
60.7
82.8
78.0
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